Introduction
Despite the powerful effects of social and behavioral factors on health, development, and longevity, US health policy has largely ignored them. The United States spends far more money per capita on medical services than do other nations, while spending less on social services (Bradley et al., 2011) . Residents of nations that have higher ratios of spending on social services to spending on health care services have better health and live longer (Bradley and Taylor, 2013; NCR and IOM, 2013a) . The relative underinvestment in social services helps to explain why US health indicators lag behind those of many countries (Woolf and Aron, 2013) . The best available evidence suggests that a health policy framework addressing social and behavioral determinants of health would achieve better population health, less inequality, and lower costs than our current policies.
Overview
For over a century, each generation of Americans has lived longer than did their parents because of advances in health care and biotechnology (Nabel and Braunwald, 2012) and progress in public health and health behaviors (Laing and Katz, 2012; Tarone and McLaughlin, 2012) . However, although the US population gained 1-2 years of life expectancy in each decade from 1950 to 2010, life expectancy has since then increased by only 0.1 year (Arias, 2015; Murphy et al., 2015) , and some researchers predict that it will decrease for the next generation because of the obesity epidemic (Olshansky et al., 2005) . Mortality in middle-DISCUSSION PAPER aged white women is already increasing, most strikingly in residents of the southern United States and in women who lack a high school degree (Case and Deaton, 2015; Gelman and Auerbach, 2015) .
In contrast with the United States, many highincome nations continue to achieve major gains in health and life expectancy. Life expectancy of white men and women in the United States is more than 4 years shorter than that in many European countries and even shorter among blacks (National Center for Health Statistics, 2015) ; indeed, the United States overall ranks 27th among Organisation for Economic Cooperation and Development (OECD) countries in life expectancy at birth.
In addition to the relatively poor health of the overall US population, the burden of ill health is unevenly distributed. Differences in health that are avoidable and unjust-referred to as health disparities or health inequities-are greater in the United States than in peer countries, such as Canada or high-income European countries (Avendano et al., 2009; Lasser et al., 2006; Siddiqi et al., 2015; van Hedel et al., 2014) . People in less-advantaged groups have worse health from the moment of birth and throughout life. For example, a 40-year-old American man in the poorest 1% of the income distribution will die an average of 14.6 years sooner than a man in the richest 1%; the gap for American women is 10.1 years (Chetty et al., 2016) . Health disparities also occur in relation to other aspects of socioeconomic status, such as education and occupation, and in relation to race or ethnicity, gender, sexual orientation, and place of residence (Adler and Rehkopf, 2008) . To a great extent, socioeconomic disparities underlie other bases of health disparities, but they do not account for them fully. Because socioeconomic factors are major, modifiable contributors to disparities, addressing them is a logical way to reduce disparities in multiple dimensions.
Health disparities are not inevitable; actions that lessen social disadvantage can reduce gaps in health and longevity. For example, progress in reducing health inequities between blacks and whites was achieved in the late 1960s and the 1970s after the passage of major civil rights legislation (Almond et al., 2006; Kaplan et al., 2008; Krieger et al., 2008) . Contemporary data suggest that despite the worrisome evidence on middleaged and older adults, patterns in younger people are more encouraging (Currie and Schwandt, 2016) .
Those three lines of evidence-the relatively poor health status of the US population compared with other countries, the existence of health disparities, and fluctuations in health and health inequalities in relation to policy-driven changes in social conditionspoint to the importance of policies that address social determinants. Such policies, although not typically viewed as "health policies," have the potential to improve the health and longevity of all Americans and to reduce health disparities.
Key Issues, Cost Implications, and Barriers to Progress
Powerful drivers of health lie outside the conventional medical care delivery system, so we should not equate investment in clinical care with investment in health. Investment in clinical care may yield smaller improvements in population health than equivalent investment that address social and behavioral determinants. To the extent that health care investment crowds out social investment, substantial allocation of resources in clinical care may have an adverse effect on overall health, particularly on the health of the socially disadvantaged. Health policies need to expand to address factors outside the medical system that promote or damage health.
To help frame the policy options, we consider several issues of overriding potential to improve health and diminish health disparities:
• Addressing "upstream" social determinants of health.
Accumulating evidence highlights the individual and collective contributions of education, labor, criminal justice, transportation, economics, and social welfare to health. Policies in those domains are increasingly understood to be health policies. (Shearer, 2010) , developed by representatives of 20 federal agencies, provided a comprehensive agenda for prevention and recommended funding starting at $500 million and rising to $2 billion. However, it was never fully funded, and monies have been shifted for other purposes within the Department of Health and Human Services.
We discuss below specific policies or enhanced implementation of existing policies in the three vital directions. Although we frame recommendations in terms of the people who will benefit from them directly, family members may also benefit; for example, financial strain on parents or caregivers may be reduced by nutritional benefits provided to children. We emphasize programs that are likely to trigger beneficial spillovers and improve overall population health. Because disadvantaged and vulnerable people should benefit most from these policies, their enactment and implementation should also reduce health disparities.
Health Disparities and the Upstream Social Determinants of Health
Policies that improve the overall social and economic well-being of individuals and families will reverberate across a variety range of health outcomes and help to achieve health equity. Some examples follow.
Home-visiting programs in pregnancy and for parents of young children. Home-visiting programs, especially during pregnancy and early childhood, have demonstrated multiple benefits. Such programs as Healthy Families America, Nurse-Family Partnership, and Parents as Teachers address threats to social, emotional, and cognitive health in children of lowincome families by assessing family needs, educating and supporting parents, and referring and coordinating services as needed. They can help parents and children to build better relationships, strengthen family support networks, and link families to community resources, although results have not been consistently strong across implementations (Olds, 2016) . The strongest evidence is related to the Nurse-Family Partnership program, whose rigorous evaluations have shown better cognitive development, lower mortality from preventable causes, reduced arrest rates, reduced child abuse, and fewer days on food stamps (Office of the Surgeon General, 2001; Olds et al., 2002 Olds et al., , 2004 Olds et al., , 2014 . The ACA expanded home visiting by amending Title V of the Social Security Act to create the Maternal, Infant, and Early Childhood Home Visiting Program, allocating $1.5 billion to states, territories, and tribes in FY2010-2015. Funding at $400 million per year was extended through September 2017. Support for evaluation of existing programs and programmatic innovations was built into the ACA mandate, and their effects on parenting behavior, child abuse and neglect, economic self-sufficiency, and child development are now being assessed.
Earned income tax credit. Nearly 30 million families receive earned income tax credit (EITC) benefits, which provide cash transfers to low-to moderate-income working people, particularly those who have children. The federal program costs roughly $70 billion a year and lifts about 9.4 million families above the poverty line (IRS, 2016) . About 80% of eligible families receive EITC benefits. Rigorous studies indicate that more generous EITC benefits predict improvement in maternal health, improvements in indexes of both physical health (for example, blood pressure and inflammation markers) and mental health (Evans et al. 2010) , reductions in maternal smoking during pregnancy, healthier birth outcomes, decreases in childhood behavioral problems, enriched home environments for children, and better mathematics and reading achievement scores (Dahl et al., 2005; Rehkopf, 2015, 2016; Hoynes et al., 2012; Strully et al., 2010) . Benefits vary substantially between states, because many DISCUSSION PAPER states add to the federal benefit package; 12 states increase the federal benefit by 20% or more. States with higher benefit rates also enjoy better health returns, and this suggests that greater health could be achieved by increasing the federal benefits to match the more generous states. EITC benefits are quite low for childless workers, including noncustodial parents. Improving benefits for noncustodial parents in New York was associated with higher employment rates and child support payments (Nichols and Rothstein, 2015) . Greater health benefits could be achieved by including more people, increasing the benefit rate, and providing higher benefits.
Federal minimum wage. The current federal minimum wage-$7.25 per hour-translates to $14,500 a year for a full-time employee and places a family of three far below the poverty line. Poverty is a strong predictor of poor health and earlier mortality not only of the worker but of family members. A 2001 modeling analysis of increasing the minimum wage to $11 per hour estimated substantial benefits for low-income families by decreasing the risk of premature death and reducing sick days, disability, and depression and for children in those families by increasing high school completion and reducing early childbirth (Bhatia and Katz, 2001 ). EITC and minimum-wage increases are complementary (Nichols and Rothstein, 2015) .
Although some counties and states have passed laws to raise minimum wages to $15 per hour, smaller increases should still have an effect on health. One of the immediate effects may be a reduction in food insecurity. In contemporary, obesogenic environments, food insecurity is linked to consumption of calorie-rich but nutritionally poor foods and consequent weight gain, especially in girls and women (Burke et al., 2016; Cheung et al., 2015) . State comparisons suggest that minimum-wage differences have contributed to about 10% of the increase in average body-mass index since 1970 (Meltzer and Chen, 2011) . Legislation proposed in the 114th Congress to increase the federal minimum wage to $12 per hour by 2020, phased in by $1 per hour each year, would likely have health benefits, especially among low income workers.
Occupational safety and health. Deaths of US workers on the job and from occupation-related diseases occur disproportionately among those who have limited labor-market opportunities and accept unsafe working conditions. These workers are commonly members of racial or ethnic minorities, immigrants, and people who have little education (Steege et al., 2014) . The main agency charged with averting work-related injury and other harm is the Occupational Safety and Health Administration (OSHA), and substantial evidence indicates that OSHA enforcement activities reduce workplace injuries (Michaels, 2012; Tompa et al., 2016) . Its capacity to ensure that all workers have safe conditions is impeded by the granting of exemptions to many employers and by inadequate funding for oversight. Employers that have 10 or fewer employees are not required by OSHA to keep injury and illness records unless specifically instructed, and enforcement of occupational-safety regulations on small farms that have paid employees is constrained. At current funding levels, OSHA has one compliance officer for every 59,000 workers and 3,600 worksites (OSHA, 2016) . Additional capacity is needed to adequately meet OSHA's current mandate, which should also be expanded to smaller employers and agricultural employees.
Episodes of unusual need throughout the life course.
Policies that enable individuals and families to deal with challenging periods and life events may be especially effective. Beyond supporting home visiting during pregnancy and early childhood noted above, several types of policies may buffer job loss and address other temporary periods of family need:
• Expanding the Family Medical Leave Act to cover smaller employers, and add paid leave.
• Allowing family caregivers to be financially compensated for critical care, and reduce the long-term labor-market effect of family caregiving.
• Giving employers incentives to provide paid parental leave and paid sick leave, including for low-wage workers.
• Expanding unemployment insurance, especially for low-wage workers.
Most countries support time spent in caring for family members, and the availability of sick leave and parental leave is associated with better health. Across 141 countries, neonatal, infant, and child mortality is lower in those that offer longer paid maternal leave (Heymann et al., 2011) . Children whose parents return sooner to work after birth have lower odds of being
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immunized against polio and measles (Berger et al., 2005) . Dual-earner support policies in Nordic countries that provide child-care support and paid leave for both mothers and fathers are associated with lower poverty levels and infant mortality (Lundberg et al., 2008) . The United States is the only high-income country and one of only eight globally not requiring paid leave for mothers (Gault et al., 2014) . The Family and Medical Leave Act of 1993 provided up to 12 weeks of unpaid leave a year to care for new children or seriously ill family members or, for a subset of employees, to recover from their own health conditions. However, an estimated 40% of the workforce is not covered by the Act, and many people cannot afford to take unpaid leave (National Partnership for Women and Families, 2016) .
Adult family members also commonly require care during episodes of illness or age-related disability. An estimated 17% of Americans are providing care for adults, generally spouses or parents. Most caregivers are employed, and 60% report having to make a workplace accommodation for caregiving (Weber-Raley and Smith, 2015) . Such caregiving is associated with stress and poor health outcomes in the caregivers (Adelman et al., 2014; Capistrant et al., 2011 Capistrant et al., , 2012 Wolff et al., 2016) . The growing vacuum of unmet needs calls for policies that ensure coverage for the role that family members increasingly have to play in caring for loved ones.
Vulnerability also comes with becoming unemployed. Unemployment is associated with cardiovascular disease, depression, substance use, and other health problems (Deb et al., 2011; Gallo et al., 2000) . Adverse health effects are partially offset by unemployment insurance (Cylus et al., 2014 (Cylus et al., , 2015 . The US Department of Labor's unemployment-insurance program provides unemployment benefits to eligible workers in conjunction with individual states' policies. In most states, a worker can receive up to 26 weeks of about half the pay received in their most recent job (Stone and Chen, 2014) . That is helpful, but many people do not qualify, benefits differ substantially among states, and those who fail to find a job during the 26-week period may be left without income or a safety net.
Criminal justice and sentencing policies. The US incarceration rate is higher than that of any other country and is five times greater than the worldwide median (Sentencing project, 2016) . Well-documented adverse health effects of incarceration need attention, and longer-term consequences for incarcerated individuals, their families, and communities need to be characterized better to guide future reforms (NRC and IOM, 2013b) . Particular attention to effects on youth involved with the justice system is needed:
• Improving prison health care services to reduce infectious-disease transmission and improve care management.
• Funding rigorous evaluation of programs to improve the health of people who are involved with the criminal-justice system and their families, including alternative sentencing strategies, family preservation, and reentry programs.
• Strengthening diversion and mental health court pipelines for youth. Incorporate mental health services and women's health services into the juvenile crime system.
Incarceration increases transmission of infectious disease, such as HIV/AIDS, tuberculosis, and viral hepatitis; these diseases are in turn transmitted to the communities after prisoners are released (Cloud et al., 2014; Drucker, 2013) . Despite greater health needs, health care for the incarcerated is characterized by delays, restrictive prescription formularies, and inadequate availability of acute and specialty medical care, including women's health care (Daniel, 2007; Drucker, 2013; Freudenberg and Heller 2016; Travis et al., 2014) . Incarceration has ripple effects on families: as of 2007, black children were 7.5 times more likely and Hispanic children 2.5 times more likely than white children to have an incarcerated parent. Improving health care for incarcerated people is likely to be cost effective and could have spillover benefits to their families and communities (Hammett, 2001) .
Juvenile offenders have a higher risk of early and violent death than the general population, and this risk is especially high for black youth (Aalsma et al., 2016; Teplin et al., 2005) . Incarcerated youth have greater health needs than their nonincarcerated peers (Prins, 2014) , but health care services in the juvenile justice system are inadequate and lack enough mental health and substance-abuse treatment professionals (Braverman and Murray, 2011) . The health needs of incarcerated girls, including pregnancy-testing and prenatal services, are routinely unmet in a system that DISCUSSION PAPER is designed primarily for boys (Braverman and Murray 2011). The National Research Council report Reforming Juvenile Justice: A Developmental Approach proposed a developmentally informed framework to treat youth fairly, hold them accountable, and prevent further offending (Bonnie et al., 2013 ) .
Fostering Health-Promoting Behaviors and Diminshing Risk
To grow up healthy and remain healthy into old age, people need resources that enable healthy behaviors, reduce environmental risks, and improve their capacity to maximize their own health. Investment in early life can form the foundation for better health later and yield enduring benefits. However, since early gains can be undone by adverse environments encountered later in life, attention is needed at every life stage.
Nutrition assistance. Adequate nutrition from a healthy diet is necessary at all stages of life, but especially during pregnancy and in childhood, when growth is most rapid. Large-scale Supplemental Nutrition Assistance Programs (SNAPs) have been causally linked to greater consumption by children of fresh fruits and vegetables, 1% milk (a superior alternative to whole milk), and fewer sugar-sweetened beverages (Long et al., 2013) . A temporary expansion of SNAP benefits in Massachusetts was linked to reductions in inpatient Medicaid expenditures, which suggests that conventional benefit levels are too low (Sonik, 2016) . The Special Supplemental Nutrition Program for Women, Infants, and Children (WIC) targets pregnant women and postpartum mothers who have children 0-5 years old and combines vouchers that encourage consumption of lower-fat milk, fruits, vegetables, and whole grains; nutritional and health counseling, including promotion of breast-feeding; and referrals to health care and social-service providers. Participation in WIC has been associated with better birth outcomes and higher child-immunization rates. SNAP serves roughly 45 million households a month but is thought to miss about 17% of eligible participants. Expanded enrollment and greater attention to nutritional impact of benefits is needed.
Children's cognitive and social skills. A child's brain development can be impaired by exposure to adversity and lack of responsive, stimulating environments (Hertzman and Boyce, 2010) . Children in low-income families are exposed to fewer words and less-affirming responses, and this results in a more constricted vocabulary and a relative disadvantage by the time they begin formal schooling (Hart and Risley, 2003) . Children in such environments benefit from high-quality child care. For example, low-income children randomized to attend a preschool that combined a half-day session with family home visits showed long-term cognitive and social benefits; the program generated a financial return on investment in the form of savings on remedial education, incarceration, and teen pregnancies (Knudsen et al., 2006) . The best available evidence indicates that high-quality early education programs have both social and health benefits (Campbell et al., 2014; Community Preventive Services Task Force, 2015; Duncan and Magnuson, 2013) . However, although the programs set the stage for success, their gains can be undermined if children do not have access to good K-12 schooling. Racial and socioeconomic differences in school quality may thus translate into health disparities (Duncan and Murnane, 2014; Keating and Simonton, 2008) .
The strongest current evidence on early education relies on a relatively small number of rigorously conducted studies. We lack sufficient evidence on how variations in program design may modify short-term and long-term effects. Programs and school improvements are likely to be phased in over time, allowing for experimentation and continued research to identify opportunities for improvements in program effectiveness and efficiency. Therefore, priorities should be placed on
• Expanding access to high-quality child care and preschool and promoting high-quality primary and secondary schools.
• Supporting research on the effects of child care and education programs on health and development.
Healthy behavior incentives. Health behaviors account for over one-third of premature deaths and are strongly influenced by socioeconomic factors (McGinnis et. al., 2002) . Smoking, lack of exercise, and diet are among the most important known determinants of health. Market practices that encourage health-damaging behaviors call for offsetting policies that create disincentives to engage in them:
• Supporting FDA regulation to reduce the nicotine in cigarettes to below an addictive threshold.
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• Encouraging the further adoption and rigorous evaluation of city and state taxes for tobacco and sugar-sweetened beverages with emphasis on using generated funds to support high-priority health programs and inform consideration of a federal tax.
• Encouraging city and state policies to use and evaluate cross-subsidies that increase the costs of foods high in fat, salt, or sugar and decrease costs of other foods in restaurants and grocery stores.
Policies and interventions that target use of combustible cigarettes have resulted in a marked drop in consumption over the last few decades. It is consistent with microeconomic theory that increasing the purchase price of cigarettes through added taxes substantially contributed to the marked decline in use and a later decrease in smoking-related diseases (Colchero et al., 2016) . However, tobacco use remains an important contributor to premature mortality: nearly 17% of Americans smoke, and rates are higher among those who have lower income and education. Quitting is made harder by the fact that combustible cigarettes are designed with nicotine concentrations that engender physiologic addiction. Reduced-nicotine cigarettes facilitate smoking cessation (Donny et al., 2015) . Greater gains in reducing smoking could be made if manufacturers reduced the amount of nicotine in cigarettes to a nonaddictive concentration (Fiore, 2016) . Food marketers, including restaurants, grocery stores, bodegas, and food companies, similarly influence consumption patterns. Some of their actions are contributing to overconsumption and overweight and increasing the risks of diabetes and other chronic conditions (Bartlett et al., 2014) . Off-setting actions include making healthier options more salient, easier to access, and less expensive and promoting their selection as a default. Small demonstration programs suggest that increasing the cost of sugar-sweetened beverages could reduce overweight and obesity. Berkeley, California, and Philadelphia, Pennsylvania, are using funds generated by increasing taxes on sugar-sweetened beverages to fund other high-priority health programs (such as universal preschools). One concern is that such a tax is potentially regressive in creating a greater economic burden on low-income consumers. However, the counterargument is that the resulting disincentive would be particularly beneficial to that population by reducing its consumption of a health-damaging product and that it would benefit disproportionately from the services enabled by the revenues.
Firearm safety. Injuries from firearms are an important and preventable source of health disparities, especially for youth and young adults, for whom gun incidents are the second-leading cause of death. Homicides are visible and garner attention, but firearm suicides are nearly twice as common as firearm homicides-21,175 versus 11,208 in 2013 (Xu et al., 2016) . Their occurrence in the United States is six times greater than the average in 23 other high-income OECD countries (Richardson and Hemenway, 2011) . In addition, accidental discharges of firearms cause about 500 deaths a year, including deaths involving guns picked up by very young children.
Firearm injury is a public health concern and should be dealt with accordingly. More than is the case with any other health issue, developing and testing effective programs and policies to reduce firearm-related morbidity and mortality are hampered both by a paucity of relevant data and the lack of a coordinated approach to regulation of what is a dangerous consumer product.
Most Americans want such strategies as universal background checks and assault-weapons bans (Gallup Surveys, 2016) , which could reduce injuries and deaths without curtailing legitimate uses of firearms. Background checks would not only reduce homicides (Rudolph et al., 2015) but lower the number of completed suicides inasmuch as such acts are often impulsive and may be averted owing to the time needed for the background check (Miller and Hemenway, 2008) . Firearm manufacturers are not subject to the same design standards as are imposed on other consumer products; such standards could reduce the risk of unintentional harm and the use of firearms against others, including law-enforcement personnel.
Pressing firearm safety priorities include
• Creating a national research infrastructure that includes sustained funding of the National Violent Death Reporting System to enable more research on public health approaches to promoting gun safety.
• Requiring permits, comprehensive background checks, and waiting periods for firearm sales, and require firearms dealers to implement them.
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• Encouraging application of federal health and safety oversight to firearm design similar to that involving other dangerous consumer products.
Health Care Financing Strategies to Reduce Health Disparities
The traditional models for financing medical care in the United States deliver less than optimal population health, allow substantial health disparities, and exacerbate the burgeoning cost of medical care. Expenditures on clinical care have an opportunity cost, and the amount of money devoted to health care delivery makes it difficult to provide sufficient support for other kinds of investment that would have greater health benefits. The US medical care system emphasizes treating illness over preventing disease; this is the case for mental health and substance-abuse disorders as well as for physical diseases (Frank and Glied, 2006) . Large sums are spent when people are acutely ill; much less is spent to prevent illness or manage chronic disease. Economic incentives underlie the discrepancy (Cutler, 2014) . Both public and private payers for medical care generally reimburse physicians on a fee-for-service basis, and payment is based on the volume and intensity of services provided. More acute services are reimbursed better than less acute ones; this reflects in part a natural desire to provide help to those in crisis. This financing structure results in extensive care provision in acute settings, insufficient care in less intense situations, and inattention to social causes of disease. Steps that can be taken to rectify that imbalance would improve overall population health and reduce disparities. Several new initiatives have the potential to increase access to care, reduce the cost of care to free resources for public health priorities, and improve the quality of care. The ACA provides opportunities to link efforts in the clinic with those in the community. As part of moving from a volume-based health system to a value-based health system, current demonstration projects funded by the Department of Health and Human Services are examining whether and how integration of public health activities with clinical care systems can improve population health, enhance quality, and lower costs. Team-based approaches to patient-centered care and prevention are receiving heightened attention. Community-based demonstration projects, such as State Innovation Models and Accountable Health Communities, offer special opportunities to establish such linkages and address social determinants of health.
Alternative payment models. Two commonly proposed alternative payment mechanisms deviate from the predominant fee-for-service reimbursement model. The first is the pay-for-performance system, in which higher-quality care is reimbursed more than lowerquality care. For example, for a person who has a chronic health problem, the traditional fee-for-service reimbursement model pays the primary care physician or specialist for each visit, whether or not it adequately addresses the patient's needs. In a pay-for-performance system, quality is based on the proportion of a provider's patients with the illness who are receiving appropriate therapy, and on how many acute episodes are prevented. Physicians who adhere to guideline recommendations better and have fewer acute incidents among their patients receive financial bonuses.
A second alternative payment model is a bundledpayment or global-payment system in which a fixed amount is paid for each patient, depending on the patient's diagnosis and disease severity, regardless of what services are provided. The clinician is responsible for all the costs of care management. For example, a physician who successfully works with a patient to take needed medications and avoids inpatient care would keep the savings from prevented hospitalizations. Bundled payment models generally provide bonus payments for higher quality of care.
Payment mechanisms that value prevention over acute care should encourage providers to address social factors that drive the need for services. However, ill-planned implementation of such policies could backfire if incentives discourage caring for vulnerable populations. Quantifying the costs associated with their care is an important challenge in both bundled-payment and pay-for-performance models (NASEM, 2016; Sills et al., 2016) . If extra costs associated with caring for impoverished or socially marginalized patient groups are not fully captured in metrics of patient illness (such as number of comorbid conditions), the resulting inadequate adjustment in calculating reimbursement structures could foster discrimination by care providers and financially handicap safety-net providers.
Recent pay-for-performance and bundled-payment experiments have had encouraging results (Cutler, 2015) . Pay-for-performance systems have been Addressing Social Determinants of Health and Health Disparities associated with increased care quality but less cost savings. Bundled-payment systems are associated with both quality improvements and cost savings (Nyweide et al., 2015; Rajkumar et al., 2014; Swchwartz et al., 2015; Song et al., 2014) .The Department of Health and Human Services has proposed expanding the use of alternative payment structures in Medicare with a goal of 30% of Medicare payments on an alternative-payment basis by 2016 and 50% by 2018 and most of the other payments tied to quality. However, more remains to be done to expand the programs, including involvement of private payers, and appropriate targets should be set to accelerate movement to alternative payment models.
Health insurance coverage. People who do not have health insurance receive less care than those who do have health insurance, including preventive care and screening (Baicker et al., 2013; Sommers et al., 2014) , and their health may suffer as a result. In 2014, about 33 million Americans were uninsured for at least part of the year. The ACA improved health care access substantially by establishing health-insurance exchanges, although enrollment in exchanges varies by state. Universal access to Medicaid was intended for people who had incomes up to 138% of the federal poverty line, and subsidies for health insurance for those who had incomes of 138-400% of the poverty line. However, the Supreme Court ruling in NFIB v. Sebelius allowed states to opt out of the Medicaid expansion, and about 3 million potentially eligible people live in states that opted out. Nevertheless, about 20 million people have obtained coverage under the ACA. Efforts needed to meet the nation's intent to ensure coverage include
• Encouraging states to opt into the Medicaid expansion.
• Determining which areas have relatively low enrollment in health-insurance exchanges and target enrollment efforts in these areas.
Chronic disease and oral health. More comprehensive health care coverage contributes to better health. When coverage is narrower, people use fewer services, and quality of care suffers (Brot-Goldberg et al., 2015; Lohr et al., 1986) . The ACA limited the cost sharing that can be required in insurance, but the minimum policies are not particularly generous, and greater coverage is needed to enable better care for chronic disease.
Many people suffer from chronic illnesses (such as hypertension, hypercholesterolemia, diabetes, and mental illness) that often can be treated with relatively inexpensive pharmaceuticals, but high cost sharing may inhibit their use. For example, each $10 increase in monthly cost sharing reduces use of chronic-care medications by about 5% (Goldman et al., 2007) . The ACA requires insurers to cover, with no cost-sharing, preventive services that are shown to be effective. That principle can be extended to chronic-disease management, starting with therapies that are inexpensive and highly effective.
The services covered by the policies should include dental care (Donoff et al., 2014) . Oral health problems, such as inflammation of the gums, can trigger or exacerbate other health problems, such as heart disease, pulmonary disease, and poor perinatal health (HHS, 2000) . Health insurance generally omits access to all but emergency dental services and provides less access to dental care than to medical care. Beyond possible overall costs savings from an investment in oral health (Jeffcoat et al., 2014) , better oral health is important in its own right and may even have spillover effects on socioeconomic outcomes (Glied and Neidell, 2010) . ACA expanded dental coverage for children but not for adults.
Pressing priorities therefore include
• Requiring Medicare Part D and exchange health plans to cover chronic-disease care that leading bodies certify is highly effective, that has only modest cost, and whose cost is a barrier to using the service.
• Expanding Medicare, Medicaid, and exchange health plans to cover dental care.
• Expanding standards for primary care medical homes and other advanced primary care practice designs to allow adequate access to and use of preventive dental care.
Conclusion
The emphasis in our health system on medical treatments for acute problems has yielded benefits for some but has failed to achieve the levels of population health and longevity enjoyed by other nations. Overcoming our national health disadvantage will require rebalancing our priorities to focus more on preventing or ameliorating health-damaging social conditions DISCUSSION PAPER and behavioral choices. It is an issue not of how much money is invested in health but of whether the dollars are spent on factors that provide the greatest benefit. Moreover, a number of policies addressing social and behavioral determinants of health would entail little or no additional cost. This paper has presented only a sample of the wide array of policy options that address social and behavioral determinants of health. Such policies typically are not viewed as "health policies" but, in fact, have great potential to reduce health disparities and improve the health and longevity of all Americans.
Summary Recommendations for Vital Directions
1. Strengthen assessment and action on health-impacting social policies. 2. Expand policies that increase resources and environments fostering healthy behaviors. 3. Extend the reach and transform the financing of health care services.
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